Elsewhere patients are seen routinely in general out-patient departments and are diagnosed on clinical grounds. Even in specialist centres the diagnosis of genital ulcer disease (GUD) must rely on initial clinical assessment in the absence of adequate rapid diagnostic techniques. Studies in African women from Nairobi' and Johannesburg2 identified Haemophilus ducreyi as the most frequent cause of GUD and detected lower prevalences of syphilis. In Durban and Natal province, significant prevalences of positive syphilis serology were detected amongst antenatal clinic attenders without GUD.`4 The recognition of congenital syphilis as an important cause of perinatal mortality locally further suggested syphilis was a cause ofmuch unrecognised GUD.5 Previously donovanosis (granuloma inguinale) had received little mention in the medical literature from Africa. Following the introduction of a rapid staining technique for the detection of Donovan bodies,6 the numbers of male and female cases diagnosed increased immediately in Durban and suggested under-reporting of this condition.
Human immunodeficiency virus (HIV) infection is an escalating problem throughout southern Africa. GUD in seropositive women may promote the transmission of HIV7 and the control of GUD is likely to assume increasing importance in limiting the spread of HIV infection. A previous study in local men LGV was diagnosed as a single infection in five women and in two as a mixed infection. Bleeding was observed in four of five single infections during swab collection. All LGV ulcers were small, intravaginal and deeper than ulcers of HSV or chancroid. N gonorrhoeae was isolated from the ulcers and endocervices of two women and from the endocervix alone in nine women.
In was observed in one woman with Schistosoma haematobium infection of the cervix detected on a PAP smear.
Discussion
This study has found that all the major sexually transmitted causes of GUD are prevalent amongst black women in Durban, South Africa. Syphilis was the most common cause of GUD in 40%, in keeping with a similar current prevalence of 42% in local men.9 Clinical signs of secondary syphilis were more common than primary syphilis suggesting that women with primary lesions either experience asymptomatic ulcers within the vagina or disregard their symptoms. Well defined criteria were set for the diagnosis of syphilis. Although a positive RPR dilution of 1:2 has been suggested as indicating active infection,'0 such a criterion if applied to our study population with a high background seropositivity rate for syphilis would have overestimated the numbers of true cases by including infections treated previously. Genital herpes has been regarded largely as a disease of Western society but was found to be a significant cause of GUD in this study. The prevalence of 18% is comparable with the 20% recorded in Rwanda," but is higher than the reported prevalences of 2% in Nairobi' and 6% in Johannesburg.2 In South Africa, HSV infection is not classified as a STD for reporting purposes under the national STD coding system and therefore may have gone unrecognised previously or been misdiagnosed as chancroid, which shares many similar clinical features.
Haemophilus ducreyi was isolated from 14% of women in our study, yielding a much lower prevalence of proven chancroid than found in Nairobi (48%)' and Johannesburg (46%).2 Some studies in which high prevalence of chancroid have been detected have included significant numbers of prostitutes and their clients. In South Africa prostitution is illegal and prostitutes are rarely identified in this clinic. When compared to the ulcers caused by HSV, chancroid were ofslightly larger diameter and tended to bleed during swab application. The presence of lymphadenopathy did not assist in distinguishing between the two infections.
Donovanosis was diagnosed in 16 women by the detection of Donovan bodies in stained smears. Following the introduction of a rapid tissue smear test the need for either punch or crushed biopsy specimens was foregone in this clinic. All Donovan body positive ulcers were larger than 10 mm in diameter and biopsy may be required to confirm the diagnosis in smaller lesions. Donovan bodies were detected in four of eight pregnant women, of whom three had hypertrophic lesions. More extensive ulcers are described during pregnancy'2 and may reflect altered maternal immunocompetence.
LGV was detected in 7% of women in our study and was the most likely clinical diagnosis in two other women. The presence of lymphadenopathy in four of the five women with single LGV infections made contamination with chlamydial cervical infection unlikely. The smaller diameter of ulcers in our patients contrasted with the larger ulcers from which Chlamydia trachomatis was isolated in a Swaziland study.'3 PAP smears are not performed routinely in STD clinics in South Africa although provision for the service is made by the government. The significant proportion of women with cervical inflammatory changes in our study may reflect the high prevalences of vaginal pathogens detected locally, particularly The majority of ulcers for which no diagnosis was made were of similar appearances to genital herpes or chancroid, that is, small ulcers in groups of three or four. Four women had lesions typical of syphilis but were excluded from the diagnosis by our strict criteria despite strongly positive TPHA, RPR and FTA-ABS tests. Competitive inhibition of the FTAIgM reaction by high levels of IgG is a possible explanation in these cases and the true prevalence of active syphilis was probably underestimated in this study.
Mixed infections were detected in 13 women, of whom 12 
